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Case Study of Pulmonary Embolism with Unusual Chief Complaint
Kajel Patel, DO
Abstract

Case Presentation

Pulmonary embolism (PE) is a serious diagnosis that needs to be made in the
Emergency department (ED). There are different categories of PE ranging from
massive to non-massive/sub-segmental. Regardless of the categorization, the
patient will need to be placed on anticoagulation. It is important to catch this
diagnosis in the ED so further complications do no arise. Here is a case from the
ED with a patient coming in with the chief complaint of acute right lower
quadrant abdominal pain and was diagnosed with a pulmonary embolism.

54 year old male with no past medical history coming in the ED for right
lower quadrant abdominal (abd) pain that started 1 hour prior to arrival.
Patient states that the pain started in the right lower quadrant and radiates up
to the right shoulder. The pain is 10/10 and constant. He has an episode f
pain similar to this a few days ago but it subsided by itself and was not as
severe as today. He also complains of some shortness of breath because of
the pain. He denies chest pain, nausea, vomiting, diarrhea, constipation,
recent travel, recent surgery, or history of PE or DVT in the past. Denies
any history of MI or CVA. No past medical history. No past surgical
history. No allergies. No family history. Never smoked cigarettes. Vital
Signs were BP 128/82, HR 90, Temp 99.7, RR 18, and pulse Ox 96% on
room air. Physical exam was positive for diffuse tenderness of the abdomen
especially in the right lower and upper quadrants. Cardiopulmonary exam
was unremarkable. Labs were unremarkable in including CBC, BMP,
LFT’s, PT/INR, and UA. EKG was obtained that showed NSR, 97 BPM
with no acute changes. CXR was unremarkable. CT abd/pelvis and RUQ
US was obtain for differential diagnosis of appendicitis vs cholecystitis.
RUQ US was unremarkable. CT Abd/Pelvis showed PE in the sub
segmental pulmonary arteries with small right pleural effusion, and infiltrate
in the right posterior costophrenic angle most consistent with a pulmonary
infarct. We were not able to get a CT Angio Chest at that time since we
already gave her a contrast load for the CT Abd/Pelvis so we did a VQ scan
that read “there is a large perfusion defect in the posterior segment of the
right upper lobe. Findings are inderminate for pulmonary embolism given
the single segment of involvement. Recommend CTA Chest.” In the ED the
patient was started on lovonox. When the patient talked to the inpatient team
he then mentioned that he had been short of breath after driving lyft for 10
hours a day. The next day the inpatient team did a CT Angiogram of the
chest that showed bilateral pulmonary emboli to the segmental branches of
the lower lobes posteriorly. No evidence of right heart strain. Trace right
pleural effusion. Patchy bilateral lower lobe airspace consolidation right
greater than left may reflect atelectasis and/or pneumonia. TTE was done
during his stay that did not show any abnormalities. The patient was
discharged home with Xeralto for provoked PE.

Introduction
Pulmonary embolism is a common diagnosis that should not be missed in the
ED. The most common symptoms patient’s present with is dyspnea on exertion,
pleuritic chest pain, cough, or signs of DVT (calf or thigh pain/swelling). [1]
Massive PE vs sub-massive PE will have a different range of presenting
symptoms but these are usually the most common chief complaints for diagnosis
of PE.
Discussion
Pulmonary embolisms are a diagnosis we cannot miss in the ED. We use a list of
rules and scores to help determine the probability that a patient has a PE. PERC
rule is used in people age <50yrs with a low suspicion for PE. This could not be
used in this patient since he was 54 years of age. Then we can use the Well’s
Criteria which is an objective criteria used to assessing pre-test Probability of PE.
Patients get points based off if they have the following clinical Features.
Symptoms of DVT (3pts), PE as likely as or more likely than an alternative.
Diagnosis (3pts), HR >100 (1.5pts), immobilization for >3 consecutive days or
surgery in the previous 4 weeks (1.5pts), Previous DVT or PE (1.5pts),
hemoptysis (1.0pts), and malignancy (receiving treatment, treatment stopped with
6 mon, palliative care (1.0pts). Scores 0-4 = PE unlikely, Score >4 = PE likely. [2]
Our patient has a score of zero from the history attained in the ED. He however
then told the inpatient team that he drives lyft which is immobilization so then his
score would have been 1.5 which would still make PE unlikely. It was fortunate
that his CT abd/pelvis with contrast showed the PE and was able to get correctly
diagnosed.

Figure 1: CT Angio Chest showing a filling
defect in the sub segmental branch of the
right upper lobe where the red arrow is
pointing.

Conclusion

This case was interesting because the patient came in for acute right lower abd pain and ended up being
diagnosed with PE. Sometimes patients will not give you the complete story up front, like that he is an
uber driving and sits for multiple hours a day. Overall acute right lower quadrant pain does not always
make you think of PE, however in this case it was. This goes to show that tot all patients come in with
text book symptoms of diseases, which makes it difficult to diagnose at times. Luckily in this case the
PE was still found and he was treated appropriately for it.
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